Steroids are not of proven efficiency in arteritis of the aorta. If the patient has atherosclerosis should clofibrate be given? This is effective in correcting the biochemical abnormality in Type III lipoproteinwmia but the effect on the course of the disease is not known. Med. 33, 439 Major-General N G G Talbot considered it inadmissible to cite oral contraception as a factor in the differential diagnosis. Nevertheless it was wise to discontinue the 'pill' in such cases especially as there were acceptable alternative methods of avoiding further pregnancies, for example the intrauterine device or sterilization. A M, white male, aged 34 Developed low back pain and blood-stained diarrheea in Singapore in 1961. When admitted to British Military Hospital Singapore he was thin and anemic (hemoglobin 62%); his stools were fluid and contained fresh blood and pus but no parasites. Sigmoidoscopy and barium enema confirmed a diagnosis of distal idiopathic ulcerative colitis, and X-rays of his sacroiliac and lumbar intervertebral joints showed moderately severe joint space obliteration typical of ankylosing spondylitis. He responded well to oral prednisone, rectal hydrocortisone and blood transfusion. He then remained well for nine months until, having returned to the United Kingdom, he was given radiotherapy to the lumbar spine for increased low back pain and stiffness in August 1962. His colitis relapsed but was again found to be limited to the distal colon and responded rapidly to treatment with prednisone. He remained well for 31 years until he was seen at Queen Alexandra Military Hospital, 'Present address: British Military Hospital, c/o GPO, Singapore London, in February 1966 complaining of pain and stiffness in his lower back and hips. The ESR was 65 mm in 1 hour (Westergren) and X-rays of his spine showed no change from the appearances in 1962. The back pain responded well to oral indomethacin. He had no bowel symptoms at this time and his cardiovascular system was clinically normal.
In April 1967 he complained of palpitations on exertion and was found to have the clinical signs of free aortic regurgitation, with a blood pressure of 110/40, but a normal heart shadow on chest X-ray. At this time he developed a persistent low-grade fever and was found to have an ESR of 120 mm in I hour, an anemia of 69 %, microscopic hkmaturia and on ECG a P-R interval of 0-28 sec. Although repeated blood cultures were sterile, a diagnosis of subacute bacterial endocarditis was made and treatment with large doses of penicillin and streptomycin given for 6 weeks. He responded only partially, remaining febrile with an ESR over 100 mm in I hour, but then responded fully to oral prednisone. By September 1967 he was asymptomatic with an ESR of 35 mm in 1 hour and a normal P-R interval on ECG.
The rapid development of free aortic valve reflux, and the subsequent response to steroids of a febrile illness with heart block, were regarded as evidence that he was suffering from an active aortitis directly related to ankylosing spondylitis, and steroid treatment was therefore continued throughout 1968. Although the patient remained asymptomatic, serial chest X-rays showed progressive cardiac enlargement and in December 1968 it therefore became necessary to consider the indications for early aortic valve replacement. In January 1969, however, he developed bloodstained diarrheea and urgency of deftecation 4 to 6 times daily. Sigmoidoscopy and barium enema again confirmed the presence of active distal ulcerative colitis which responded rapidly and fully to treatment with prednisone enemata.
Discussion
Proximal aortitis, spreading to affect the cusps of the aortic valve, is now well recognized in association with ankylosing spondylitis. Schilder et al. (1956) described 5 such patients with 'lone' aortic incompetence; in 4 there was first-degree heart block and in all serum tests for syphilis were negative. Autopsy in 2 cases confirmed the absence of mitral valve disease, Aschoff bodies and aortic valve commissure adherence, and showed a fibrotic proximal aortitis with intimal thickening and hyalinization, focal necrosis and fibrosis of the media and obliterative endarteritis of the vasa vasorum. Involvement of the aortic valve cusps produced aortic incompetence. Clark et al. (1957) described 20 similar cases and many other reports have appeared subsequently. The incidence of aortic incompetence in ankylosing spondylitis varies from 1 % (Ansell et al. 1958) to 8% (Kinsella et al. 1966) . The valve lesion is characteristically more rapidly progressive than that of rheumatic endocarditis, and associated conduction defects, especially prolongation of the P-R interval due to involvement of the atrioventricular bundle in the inflammatory process at the root of the aorta, are particularly common.
The association between ankylosing spondylitis and ulcerative colitis is also well recognized. Acheson (1960) found an incidence 20 times that expected in a normal population in a review of over 2,000 cases of ulcerative colitis and, in almost 40% of these, that joint symptoms preceded bowel symptoms by several years, a fact which he regarded as disproving a previous suggestion (Steinberg & Storey 1957 ) that sacroiliitis in ulcerative colitis results from the direct venous spread of pelvic sepsis. In subsequent reports, the incidence of ankylosing spondylitis in ulcerative colitis has varied according to the criteria used. Wright & Watkinson (1965) reported moderate or severe radiological sacroiliitis in as many as 17-9O% of cases of ulcerative colitis, although only 3-8% had symptomatic spondylitis.
Conversely ulcerative colitis occurs much more commonly in cases of ankylosing spondylitis than expected, also by a factor of about 20 (Steinberg & Storey 1957 , McBride et al. 1963 and Jayson & Bouchier (1968) reported an incidence of 18 %. In only a small proportion of reported cases has radiotherapy for spondylitis antedated the onset of colitis, thus making a radiation colitis an unlikely factor. The patient described gave a history of relapsing distal ulcerative colitis and chronic symptomatic sacroiliitis for six years when he was found to have 'lone' aortic incompetence. He gave no previous history of rheumatic fever, Reiter's syndrome or syphilis, and serological tests for syphilis and rheumatoid arthritis have been consistently negative.
The combination of aortic incompetence, ulcerative colitis and ankylosing spondylitis has not previously been reported. In view of the established associations between aortitis and spondylitis and between spondylitis and colitis, a common pathogenesis of the three lesions is postulated. Difficulties in clinical management arise from this association. Aortic valve replace-ment has become indicated by evidence of progressive left ventricular enlargement in the presence of active aortitis. The results of this operation may be prejudiced by active colonic sepsis, and anticoagulant treatment necessary after a prosthetic replacement might result in colonic hemorrhage. On the other hand colectomy would not be advised for a distal colitis which has -always readily responded to medical treatment.
It may, however, be possible to perform an aortic homograft replacement without prior colectomy and this method of treatment is now being actively considered.
